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Abstract 
Many Speech and Language Therapy (SLT) services have limited capacity for providing school-
based input. Some offer commissioned SLT input, to enhance the service provided by the UK 
National Health Service (NHS), giving schools the option to increase the amount and scope of 
SLT intervention. This two-tiered model of service provision is relatively new and has not been 
researched.  

 

This study investigated the experiences of schools who had commissioned input from the local 
SLT service, in terms of a) describing how this was utilised and b) exploring perceptions of its 
value.  Semi-structured interviews were carried out with Special Educational Needs Co-
ordinators (SENCos) from 11 schools and were thematically analysed using Framework Analysis 
(Ritchie and Spencer 1994). SENCos reported many positive aspects of the commissioned 
model, including better communication with Speech and Language Therapists (SLTs) and 
improved outcomes for children. SENCos felt that the numbers of children with Speech, 
Language and Communication Needs (SLCN) had reduced following commissioned input. Very 
few disadvantages of the model were identified. SLTs delivered a range of activities, including 
training staff and providing direct input for children. SENCos would recommend the service, 
and perceived the cost to be moderate.  These data suggest that SENCos place a high value on 
SLT in schools, and welcome the opportunity to purchase additional input.  
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I Background    

 

1 The Consultative Model  
                             

SLTs are often limited in the amount of input they can provide in schools, and increasingly 
adopt a consultative model (Lindsay et al 2002), a term which covers a wide range of working 
practices but essentially refers to SLTs delegating their work to other people, such as Speech and 
Language Therapy Assistants (SLTAs) or school staff. In interviews with SLTs and teachers, Law 
et al (2002) found that some consultative models consisted only of delegating a programme of 
work, with little opportunity for collaboration. In a survey of over 500 paediatric SLTs in the 
UK, Pring et al (2012) found that 19% of SLTs’ time was spent delivering therapy, compared to 
27% spent training others to deliver interventions. Some new entrants to the profession reported 
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that they were delegating therapy programmes that they had no personal experience of delivering 
(Pring et al 2012).  

 

2 Effectiveness of Consultative Models 

 

Clinical gains have been shown to be significant for children receiving input via experienced 
SLTAs (e.g. Boyle et al 2009). To investigate whether these results could be replicated by 
Teaching Assistants (TAs), McCartney et al (2011) evaluated the effectiveness of therapy 
delivered by a TA, compared to a control group with no input. A therapy manual was provided 
to TAs, with instructions for delivering therapy for vocabulary, grammar and narrative targets. 
Results showed no significant difference in progress between the two groups, suggesting that 
therapy delivered by a TA is less likely to be effective than therapy delivered by a SLTA. 

  

Mecrow, Beckwith and Klee (2010:2) evaluated an ‘enhanced consultative approach’, whereby 
intensive therapy was delivered by specialist TAs working under the guidance of SLTs. Using 
within-subject comparison for 35 children, results demonstrated that statistically significant gains 
were made and sustained for a number of language targets (such as use of auxiliary ‘is’) which 
were individually selected for children, although this was not replicated for speech targets (e.g. 
use of word-initial /g/).  

 

Baker and McLeod (2004) conclude that for children with speech sound disorders, the SLT’s 
direct involvement plays a vital role in the effectiveness of therapy: they describe two children 
whose targets were identical, but one did not respond to the therapy so the approach was 
adapted. Their study, although limited in scale so not necessarily representative, demonstrates the 
specialist role of the therapist in evaluating and managing therapy approaches when delivering 
therapy directly. Similarly, in interviews with 33 SLTs from 14 services, Roulstone et al 
(2012:330) identified a role for ‘external involvement at a specialist level rather than just advisory 
or modelling’. 

 

3 Collaboration 
 

Lack of collaboration between SLTs and school staff is often perceived as a barrier to successful 
outcomes for children: SLTs and teachers report that they value regular liaison, but lack of time 
often prevents this (Law et al 2002, Baxter et al 2009:221). In a small-scale study consisting of 
interviews with four primary-school headteachers, Leyden, Stackhouse and Szczerbinski (2011) 
suggest that best practice in implementing SLT strategies typically consists of a top-down model 
overseen by the leadership team within school, with regular dedicated time available for 
collaboration between SLTs and teaching staff.  

 

McKean et al (2016) also found, in interviews with 33 participants (school staff, SLTs and other 
professionals such as Educational Psychologists), that collaborative practice was perceived as 
important. In particular, consistent relationships with the same professionals over time was felt 
to build trust and enable ‘bridging’ across professional boundaries (McKean et al 2016:521). 
However, there is often limited funding for SLT input in schools (Pring et al 2012, Lindsay et al 
2002), leading to a lack of opportunity for collaboration between SLTs and school staff and 
therefore reduced effectiveness of consultative models. 

 

 

 

 



 
 

4 Pupil Premium funding 

 
Schools in the UK receive ‘Pupil Premium’ funding, which in 2014-15 paid between £1,300 and 
£1,900 for each pupil receiving free school meals, with the aim of improving academic outcomes 
for the most socially disadvantaged children (Department for Education 2014). Pupil Premium is 
spent according to schools’ own priorities; however, schools are expected to justify expenditure 
to the Department for Education in order to demonstrate that it is being used to effectively close 
the gap for the lowest-achieving pupils (Carpenter et al 2013). 

 

5 School-commissioned SLT input 
 

Purchasing SLT input may appeal to schools with high levels of Pupil Premium, as there is a 
clear evidence-base for links between SLCN and low educational attainment (e.g. Spencer et al 
2017), and therefore potential to demonstrate improved outcomes for children who receive 
additional SLT input. In a survey of 1240 schools, Carpenter et al (2013) found that some were 
planning to introduce or enhance support from specialist services. There is a lack of research 
into commissioned SLT; however such models do exist, as referenced by Lindsey et al (2010). 

 

This study describes a commissioned model of SLT input in schools within a single service: the 
NHS provides a core offer in this area, and local schools can commission additional SLT input 
from the NHS service, to enhance this provision. The aims of this study are to: 

 

 Investigate schools’ motivations for purchasing additional SLT input. 

 Explore the scope of the work undertaken by SLTs during commissioned time. 

 Elicit feedback from schools about their experiences of purchasing additional SLT input. 

 

 

II Method 

 

Ethical approval to undertake this study was obtained from the University of Sheffield, and local 
permission was granted by the NHS Trust. 

 

1 Design 
 

The study was carried out in an NHS (government-funded) SLT service. Within the Local 
Educational Authority (LEA – a governing body for a group of schools within one geographical 
area), 147 schools (50.5%) commissioned input from the SLT service, either individually or as 
clusters of schools. Seven schools in neighbouring authorities also commissioned input from the 
service. The majority of contracts (65%) were for at least half a day per week of SLT time.  

 

2 Participants 
 

All SLTs providing commissioned input within the service were asked to invite SENCos to 
participate: a SENCo is a qualified teacher who has responsibility for ensuring that children with 
Special Educational Needs (SEN) receive appropriate support, and is usually the person with 
whom SLTs liaise most closely in schools. 12 SLTs invited a total of 16 SENCos to participate: 
all 16 were contacted; 11 responded and all were included in the study (participant details are 
provided in Table 1). Participants were sent an information sheet and consent form,  



 
 

and were invited to ask questions about the study. Most SENCos represented primary schools 
within the LEA; one represented schools from a neighbouring authority.  

 

Table 1. Participant and school information 

 
*government-funded school under the control of the Local Education Authority (follows the National Curriculum) 

**government-funded school outside the control of the Local Education Authority (may not follow the National 
Curriculum) 

 

 

3 Procedure 
 

An interview was designed and piloted. Semi-structured interviews were conducted by two SLTs, 
one of whom is the first author of this paper. Two SENCos worked in schools whose named 
SLT was the first author: their interviews were conducted by another SLT in order to reduce 
bias.  Interviews were conducted face-to-face in schools, and audio-recorded.  

 

4 Analysis 
 

Interviews were transcribed verbatim and analysed using Framework Analysis (Ritchie and 
Spencer 1994). Interviews were imported into NVivo10 (QSR International 2012) and coded: 
codes were assigned to each new topic which emerged, such as “better liaison”, or “children’s 
progress”. Codes were re-used for similar data, and new codes created as necessary. As further 
data were imported, codes were re-worded to take account of similar but new data (e.g. 
“children’s progress” was widened to “impact of SLT input”). 

 

As more interviews were imported and analysed, fewer new codes were added, as the data 
reached a natural saturation point. When all interviews had been coded, they were re-analysed 
and data was re-coded if a more appropriate code had since been created. Codes were combined 
into themes: e.g. “availability of SLT” and “SLT being seen as member of staff” became 
“communication and relationships”.  Some themes were combined to become broader still: 

Participant Number of years 
as SENCo 

% of children with 
free school meals 

Amount of SLT time 
purchased  

Type of school 

1 7 23 0.5 days per week Mainstream 
primary* 

2 3 43 1 day per week Primary academy** 

3 4 28 0.5 days per week Mainstream primary 

4 2 6 1.5 days per year Mainstream primary 

5 8 41 (average across 5 
schools in trust) 

0.5 days per school per 
week 

Group of 5 primary 
academies** in 
neighbouring LEA 

6 3 50 1 day per week Mainstream primary 

7 7 16 0.5 days per week Mainstream primary 

8 1 11 0.5 days per week Mainstream primary 

9 6 51 1 day per week Mainstream primary 

10 1 48 0.5 days per week Mainstream primary 

11 1 31 1 day per week Mainstream primary 

AVERAGE: 4 31.6  

(UK average = 17.1) 

0.7 days per week  



 
 

“communication and relationships” and “impact of SLT” became “positive aspects”. When 
themes had been identified, data was charted onto matrices: each matrix represented one theme.  

 

III Results and Discussion 

 
Six main themes emerged from the interviews. These are presented below, along with illustrative 
comments from participants: 

 

1 Motivations for commissioning SLT 
 

The most common motivation for commissioning SLT input was to meet the needs of high 
numbers of children with delayed language, particularly in nursery and reception years: 

 

We’ve got what I would consider to be quite a language-poor school, so we’ve got lots of children who come 
to school with very low levels of language in reception and nursery. 

 

Three SENCos commented on links between SLCN and educational and social outcomes for 
children: 

 

We’d identified lots of speech, language and communication needs, and we’re very well aware that unless 
you get those things in place from an early age, and you’re pro-active about working with them, the 
knock-on effect socially and academically is massive. 

 

It is unclear whether this SENCo was aware of any empirical evidence for a “knock-on effect” 
(e.g. Clegg et al 2005) or whether she perceived there to be a causal link between SLCN and 
academic outcomes based on her experiences of working with children with SLCN.  

 

SENCos were motivated to develop capacity within schools to meet the needs of children with 
SLCN: 

 

We wanted to focus a lot of attention on doing programmes, training staff to be able to deliver 
interventions, so we have less children coming into Key Stage 1 and 2 [Key Stage 1 describes 
educational provision for children aged 5-7 years; Key Stage 2 is 8-11 years] with speech and 
language difficulties. 

 

The above quote demonstrates a clear motivation for the prevention of SLCN, rather than 
therapy input as a treatment for existing SLCN. This type of intervention, sometimes described 
as ‘universal’ (e.g. Gasgoine 2008) is unlikely to be delivered by SLT services in the NHS, but 
may be valuable to schools in raising educational attainment (Carpenter et al 2013). 

 

Some SENCos identified interventions that staff were being trained to deliver, such as narrative 
therapy groups, or discussed longer-term aims of using SLT time for training, both in terms of 
increasing staff knowledge of SLCN, and training them to deliver SLT interventions. The 
motivation to facilitate collaboration between school staff and SLTs exemplifies the consultative 
model described by Law et al (2002), who identified that such models could be used successfully 
for training, provided that school staff were available and sufficiently committed.  

 



 
 

Another motivation for purchasing commissioned input was to provide more direct input for 
children. Five SENCos felt that the NHS-funded input was inadequate (quotes from three 
SENCos are provided): 

 

[The SLT] would just be in to see those children who’d been referred, assess them, and leave programmes 
for staff, and then she’d be gone. And that package wasn’t enough.  

 

We felt the caseload was sort of lagging behind… we had a couple of children with some quite complex 
needs. 

 

We wanted her to work more with the children 

 

These statements support the view that a basic consultative model (e.g. Law et al 2002) may be 
perceived by schools as inadequate, particularly where SLT input is limited to a single instance of 
delegating a therapy programme.  

 

2 SLT Activity 
 

Table 2. SLT Activity 

 

Type of activity Number of schools  

Direct intervention 8 

Training school staff 11 

Parent liaison 2 

Assessment/identification of SLCN 3 

Other 3 

                                                                          

SLT activity (Table 2) was the most varied of the themes. In all schools, some time was spent 
training staff in delivering SLT interventions: 

 

Working with some identified TAs, training them up so they can deliver programmes. 

 

The fact that these schools allocate time for staff to work with the SLT demonstrates that they 
place a high value on working together to ensure effective delegation. This type of collaboration 
is advocated by Law et al (2002) who reported that commitment and availability of staff, and a 
high level of joint work, were needed to ensure the success of a consultative model. This extract 
also indicates a possible move towards an ‘enhanced consultative approach’ (e.g. Mecrow et al 
2010:2), whereby TAs might develop more specialist skills in order to deliver SLT interventions 
effectively. 

 

Two SENCos described more formal training which the SLT had delivered to school staff: 

 

When we had OFSTED a few years ago, one of the issues was around modelling the language for 
younger children, so [the SLT] did some twilight sessions with our foundation staff, on how to do that. 

 

All SENCos identified that SLTs delivered interventions directly, either to groups or individuals: 

 

We’ve been setting up pre-teaching, so the teachers are telling her what topics they’re going to teach next 
week, and she’s been delivering vocabulary work to the groups. 



 
 

 

This describes a different practice to that identified by Pring et al (2012), who reported that SLTs 
were increasingly delegating therapy programmes and therefore lacking in opportunities to 
develop or maintain their clinical expertise. Commissioned SLT input may therefore represent a 
more attractive option for SLTs themselves, who carry out more direct work under this model.  

There was some degree of overlap with the training role identified above, as TAs often worked 
alongside SLTs.  

 

Individual work with the children, where a couple of them needed that specialist therapy. 

 

This SENCo’s perception that some children require direct input from an SLT is consistent with 
the literature which identifies a specialist, non-advisory role for SLTs (e.g. Roulstone et al 2006, 
Baker and McLeod 2004). Leyden et al (2011) also identified that school staff welcomed direct 
SLT input where they felt that they themselves lacked the necessary technical SLT knowledge. 

 

3 Positive Aspects 
 

All SENCos reported that they would continue to commission additional SLT input if budgets 
allowed, and would recommend the model to others. SENCos placed a high value on having 
regular contact with their SLT – this was identified as a positive aspect of the commissioned 
model by all schools with at least fortnightly input: 

 

You get to know [the SLT], schools get to know them, children get to know them, and families get to 
know them. Relationships are built. 

 

These views support the findings of Baxter et al (2009:221), who reported that 62% of school 
staff perceived liaison to be ‘very important’. SENCos felt that increased contact time had 
facilitated better communication and working relationships between school staff and the SLT, 
similar to the feedback given by school staff in McKean et al’s interviews (2016).  

 

Increased contact time was perceived as beneficial even when small amounts of SLT input were 
commissioned (this SENCo’s school purchased only half a day per term, which doubled their 
NHS input at that time): 

 

It just means that we feel more supported, because once a term I think would just not feel enough.  

 

SENCos particularly valued the reassurance of knowing that they or other staff could speak to 
their SLT at any time:  

 

 Having somebody that I can easily ask questions of instantly is very beneficial. 

 

This may have been particularly pertinent for this SENCo, who was new to the role, although 
the availability of SLTs for support and advice on an as-needed basis was explicitly 
recommended by headteachers in Leyden et al’s (2011) study. 

 

Four SENCos felt that more frequent visits, and a long-standing relationship with the school, 
had enabled the SLT to better understand the needs of the school and the individual children: 

 

 She’s building up a better understanding of the children. 



 
 

 

These responses suggest that as the SLT spent more time in school, the input became more 
effective. This type of virtuous circle effect supports Baker and McLeod’s (2004) view that 
ongoing assessment during SLT intervention plays a vital role in the success of the therapy input. 

 

Five SENCos felt the commissioned input had a direct impact on outcomes for the children, 
either in terms of speech, language and communication or academic attainment: 

 

The cohort who have had [SLT intervention] this year, their language scores are so much higher and with 
the test that we did before the interventions, we’ve tested them again after and they’ve made loads of 
progress. They’re just more vocal and more confident with their speech. 

 

Two SENCos noted that the commissioned input had been effective at meeting the needs of 
children with SLCN in the foundation stage, to the point where this group was significantly 
reduced, or no longer existed, in older classes: 

 

It raises attainment… by the time they go into year 1, those booster sessions have brought them up to 
where they should be. So the only ones that you have that are on speech and language [programmes] in 
KS1 are the children that have specific speech and language problems, and not just the lack of vocabulary 
and stimulation. 

 

The two quotations above demonstrate the potential value of SLT in raising educational 
attainment through early intervention. They also describe a process of examining the children’s 
responses to universal intervention and support as part of the process of identifying those who 
have more severe difficulties warrenting further intervention. This has parallels with the 
Response to Intervention (RTI) model used in the United States of America to support children 
with literacy and other learning needs, whereby children at risk of persisting educational 
difficulties are identified and targeted early through accessing universal and targeted levels of 
support in school (Fuchs and Fuchs 2006). These extracts also support the data reported by 
Boyle et al (2009), who found that children with regular SLT input in school were able to make 
significant clinical progress.  

 

Another virtuous circle effect is possible in terms of staff training:  

 

Once [the SLT has] trained up the staff… her time can then be devoted more to those children with 
specific communication difficulties.  

 

This SENCo predicted that as the SLT and school staff become more efficient at providing early 
interventions for children with language delay, less input would be needed for children in KS1 
and KS2, because this group would cease to exist. More SLT time could then be spent providing 
specialist input to children. These outcomes again have similarities with the ‘Response to 
Intervention’ (RTI) model. 

 

Increased staff knowledge and experience was another common positive aspect for the SENCos. 
One felt that “staff confidence is the biggest thing”, while five others reported that some staff 
were developing more specialist skills: 

 

Having our TA who is specialising in speech therapy strategies in school has made a huge improvement. 

 



 
 

This demonstrates the impact of a dedicated TA who can become more specialised in SLT 
interventions as a result of working with the SLT – similar, perhaps, to the ‘specialist teaching 
assistants’ described by Mecrow et al (2010), who worked closely with SLTs in schools and were 
able to provide effective SLT input. This supports the existing evidence that a consultative 
model may be particularly effective when it is closely managed by the SLT and involves staff 
who have more specialist skills and experience (e.g. McCartney et al 2011). 

 

In two schools, the SENCos felt that staff were more able to identify children with SLCN: 

 

We’re getting better at noticing children that might have speech and language problems.    All staff are a 
bit more aware; they understand language a bit more. 

  

Five SENCos valued the opportunity to tailor their SLT input to suit the needs of their school:  

 

Rather than an SLT coming in and saying “this is what I can offer”, she very much works around the 
needs of the school. 

  

These SENCos drew a comparison with the NHS-funded service, reporting a clear preference 
for being able to decide on their own level and type of SLT input, rather than being passive 
recipients of a consultative model. SENCos welcomed the opportunity to take a pro-active role 
in improving SLT provision, similar to a school described by Carpenter et al (2013:73) who had 
invested funding into SLT-specific training due to the “erosion” of the local SLT service. 

 

4 Negative Aspects   
   

Six SENCos had no negative feedback. Where negative feedback was given, it was often specific 
to the school’s individual circumstances, with no common themes or overall trends.  

 

One SENCo felt that her school was disadvantaged by having commissioned input on a 
Monday, but acknowledged that the SLT had been able to resolve this issue: 

 

Sometimes we’ve felt we’ve lost out if it’s been a bank holiday or a training day, because our day falls on 
a Monday. It’s been accommodated by [the SLT] coming in on a different day or swapping days around. 

 

The SENCo who represented schools from a neighbouring authority reported difficulties in 
working with two separate SLT providers (the commissioned provider and the local SLT service 
for their school). The local service reportedly felt that the commissioned service was “stepping 
on [their] toes”. However, the two providers had been able to establish a positive working 
relationship and could complement each other: 

 

[The local service is] contacting me and saying, ‘we’ve got this child, and we can’t meet their needs in clinic, can 
your therapist pick them up and work with them now, so their needs can be better met in school?’ Now for us, 
that’s brilliant. 

 

One SENCo, who had been in the role for one year and had not been involved in setting up the 
initial contract, felt there was a lack of clarity around the role of the SLT: 

 



 
 

I’m never quite sure what the therapist expects of me … she turns up and we have a bit of a chat and 
say what’s your plan for the day, and possibly I’d like a bit more of a regimented, this is what’s 
happening over the next few weeks – a bit more formalised.  

 

This supports Baxter et al’s findings (2009) that school staff, particularly SENCos, value the 
opportunity to liaise regularly with SLTs in order to discuss aims and objectives. 

 

One SENCo reported that staff had been unprepared for the SLT to delegate programmes of 
work to them: 

 

I think many of the teachers were under the impression that the SLT would actually work with the 
children.  

 

This again highlights the need for the SLT and SENCo to explicitly clarify their joint aims and 
expectations for commissioned input. This is consistent with the findings of Law et al (2002) 
who identified that schools needed SLTs to set clear expectations about roles. This extract might 
also be an indication that some school staff prefer a more traditional model of SLT input over a 
consultative model: this is contrary to existing research which shows that schools are in favour of 
consultation providing that it is managed closely (e.g. Law et al 2002). 

 

One SENCo reported difficulties with implementing whole-school approaches, particularly in 
engaging class teachers. However, she felt that the SLT had had a positive impact on this: 

 

Getting staff on board to make changes in the classroom, that was my agenda, and actually having 
someone else to verify that from a different specialist area, that’s really benefitted me – so it was a 
problem, but she’s helped with it.  

 

She went on to say that she “knew” the commissioned input had had a positive impact but 
found it difficult to evidence this: 

 

The assessments that are used by speech therapy aren’t entirely compatible with what we use in school, so 
you can prove the impact in speech therapy through your assessments, but that has to translate, because of 
OFSTED, into levels at school. 

 

This echoes the findings of Lindsay et al (2010), who recognised that the systematic use of data 
to evaluate SLT provision in schools was a consistent area of difficulty. However, while Lindsay 
et al hypothesised that this reflected a difficulty in managing joint data collection, this SENCo 
felt that the difficulty lay in the difference in assessment methods used by schools and SLTs.  

 

5 Suggestions 
 

There were no common sub-themes amongst SENCos’ suggestions for improving the 
commissioned service, with each offering different suggestions. 

 

One identified the need to maintain the same SLT for the commissioned input: 

 

 I think it’s really important to maintain the same person. I think that’s key. 

 



 
 

This is consistent with earlier comments regarding the perceived impact of the relationship 
between the SLT and school staff, and the potential for SLTs to work more effectively with 
children and schools as they develop a greater understanding of individual needs and working 
practices.   

 

Another suggestion was that the commissioned contract could include the option to purchase 
additional components: 

 

It was quite good when we had [an SLTA] who could speak Urdu, and could communicate with the 
parents. Our SLT doesn’t have that skill, but that would be good in a school like ours… like an add-
on to our normal contract. 

 

Where SLTs or SLTAs speak additional languages, especially where these are common amongst 
parents and/or children, this may represent an opportunity to generate further income for the 
SLT service and to meet an identified need within schools. Additional packages could include 
specific interventions for children, or training sessions for parents delivered in other languages. 

 

One SENCo wanted to know how other schools were choosing to use their commissioned SLT 
time: 

 

It would be nice to see how other schools are using the commissioned time, and maybe some case studies of 
the successful things. 

 

This demonstrates the potential for SENCos to share information and influence each others’ 
decisions about Pupil Premium expenditure: 74% of schools are influenced by “word of mouth” 
recommendations (Carpenter et al 2013) when deciding how to spend their funding. 

 

Two SENCos provided general recommendations for managing the commissioned input, as 
advice to other SENCos: 

 

You really need to manage it very carefully to get the best out of it. I think people may have this concept 
that you’re just going to come in and sort everything out, but actually… it’s a two-way thing, get all your 
staff on board, you need to treat [the SLT] like a member of staff. 

 

Both SENCos felt that their own role was crucial to the success of the commissioned input, 
supporting the view that a successful consultative model should consist of regular and close 
liaison, and a commitment from school staff with strong top-down leadership (Baxter et al 2009, 
Leyden et al 2011). 

 

6 Cost                                                
                                                                                                      

Common feedback was that the cost was “fair”, “moderate” or “reasonable”, with the service 
being seen as “cost-effective”. One SENCo felt that the cost put a strain on the school’s budget, 
and that her school was disadvantaged due to a lack of funding: 

 

We don’t have lots of children on free school meals or Pupil Premium, so we don’t have much to play with 
in terms of buying in extra support. 

 



 
 

As there is a lack of research into school-commissioned models of SLT, it is difficult to compare 
the views of SENCos in this study to any wider evidence regarding perceptions of cost. 
Carpenter et al (2013) found that 45% of primary schools felt that support from specialist 
services was “very effective”, but this did not refer specifically to a commissioned model of SLT. 

 

IV Limitations 
 

The study represented a small proportion of the overall number of schools with commissioned 
input within the LEA. There were no participants from schools who purchased more than one 
day per week, and only one from a school with less than half a day per week. SENCos with more 
positive perspectives may be over-represented in this study due to a recruitment bias, as SENCos 
with less positive experiences may be less likely to agree to participate when invited by their 
collaborating SLT. The fact that the SENCos in this study placed a high value on the face-to-face 
communication with their SLT is perhaps also indicative of the fact that these SENCos 
represented schools that do purchase weekly input. The reasons for schools choosing not to 
commission additional SLT input was beyond the scope of the project and could be considered 
in future research.  

 

 

V Implications and Conclusions 
 

There are few - if any - studies on commissioned models of SLT, yet such models may increase 
in prevalence as services continue to face funding difficulties (e.g. Pring et al 2012). This study 
will therefore be of interest to SLT managers and to schools, who may consider adopting a 
similar model or already use one.  

 

Schools are motivated by the prospect of increased academic attainment for children, particularly 
where this can be evidenced, therefore commissioned models could be actively marketed 
towards schools with low academic attainment in areas of social deprivation, as a means of 
improving academic outcomes. School staff value the opportunity to work more closely with, 
and to form ongoing relationships with, a consistent SLT working within school. They use 
commissioned SLT time in a variety of ways but usually to provide direct input for children and 
training for school staff as a minimum. Evidencing children’s progress, particularly in terms of 
reporting this in terms of academic levels, is an area of difficulty, and SLTs and SENCos would 
benefit from working jointly to identify meaningful ways of demonstrating progress. 

 

Future research could aim to identify the long-term impact of commissioned SLT input, through 
comparing the clinical progress made by children with SLCN within commissioned schools and 
within the basic consultative model, or through investigating longitudinal effects of whole-school 
approaches to improving speech, language and communication. Further studies could investigate 
alternative commissioned providers, such as independent SLTs, and could aim to gather the 
views of SLTs themselves, in order to provide a more thorough analysis of this model of 
provision. 
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